Improving Federally Qualified Health Centers' Original Mandate: Community Engagement by Hector K. Melgar Mendoza
Improving Federally Qualified Health Centers’ Original Mandate: 
Community Engagement 
According to the United States Census in 2018, there were 27.5 million Americans who did not 
have health insurance at some point in the year.  This is an increase of 1.9 million individuals since 2017 
(Berchick, Barnett, & Upton, 2020).  Federally Qualified Health Centers (FQHCs) have since their inception 
served as a vital health care access to many uninsured and underserved populations. The National 
Association of Community Health Centers reports that in 2019 there were over 1,400 health centers across 
the United States, operating more than 12,000 service sites and serving over 29 million patients across 
the Nation (National Association of Community Health Centers, 2019). FQHCs have proven to have the 
potential to serve as the backbone of primary care in the United States. At the core of their mission is 
their need to engage the community they serve, to be guided and led by the community itself. As FQHCs 
become larger and begin to serve various communities at the same time, it is important to remember 
their origins and to reflect on how to best fulfill their mission of genuinely engaging the communities they 
serve.  
I. A History on FQHCs and Blue Ridge Community Health Services 
In November of 1960, during the Thanksgiving holiday, a time Americans were enjoying their 
Thanksgiving feast with family members and counting their blessing, a special C.B.S. report was aired 
that shocked many American families. The C.B.S. report was a documentary titled Harvest of Shame. 
This documentary was an investigative report on the living conditions of nearly two to three million 
American migrant agricultural workers at the time (Pitts, 2010). For many Americans, it was the first 
time they had a close look at what it meant to live in poverty in the United States.  The report was 
meant to inform the American public of the conditions that American migrant agricultural families were 
living in, the very same people that had grown and harvested the food on their tables. The report, which 
highlighted the plight of these migrant families, was purposefully aired during the Thanksgiving season 
to motivate the public into action. This action was highlighted by Edward R. Murrow's, the C.B.S. 
presenting journalist, closing words 
The migrants have no lobby. Only an enlightened, aroused, and perhaps angered public opinion 
can do anything about the migrants. The people you have seen have the strength to harvest 
your fruit and vegetables. They do not have the strength to influence legislation. Maybe we do. 
Good night, and good luck (Friendly, 1960). 
The report was effective in garnering support for migrant farmworkers. Twenty-two months 
later, in September of 1962, President John F. Kennedy signed into law the Migrant Health Act, whose 
goal was to provide funding and technical aid to private and public non-profit agencies to develop and 
expand the delivery of health services to migrant farmworkers families (National Center for Farmworker 
Health, Inc, 2014). This funding and support spurred many communities into action to fill the healthcare 
void that existed at that time.  By 1963 several communities started to open Migrant Health Centers.  
The first migrant health center to be approved under this new act is unfortunately no longer in 
operation.  Blue Ridge Health, however, the second migrant health center in the nation and now the 
oldest migrant health center in the country, is still operational. It continues to serve migrant families and 
the community in general in Western North Carolina to this day. 
What is now known as Blue Ridge Community Health Services (BRHCS) came into existence in 
1963. Claire H. Burson, a retired public health nurse who served on the Henderson County NC Migrant 
Health Council, set out to establish the first Migrant Health Clinic in Western North Carolina.  Mrs. 
Burson's carrier path showed her passion for public health. Mrs. Burson worked as a public health nurse 
in New Jersey, and a Red Cross Nurse in Aruba. Mrs. Burson also served on the civilian defense planning 
board for the Dutch West Indies; she funded the Marital Guidance foundation helped introduce the 
concept of family planning to the islanders. Mrs. Burson then went on to serve on the board of Planned 
Parenthood for the Western Hemisphere before retiring to Hendersonville, NC.  Even then in her 
retirement, Mrs. Burson helped found two health facilities in Hendersonville that are still serving the 
community to this day, Blue Ridge Community Health Services and Four Seasons Hospice.   
BRCHS first opened its doors as a storefront clinic on Seventh Ave. Set up as a Migrant Health 
Center, its mission was to serve the vulnerable migrant workers that worked in the local apple and 
vegetable farms. Shower curtains were used to partition exam rooms in the clinic. Providers and staff 
were mostly volunteers that would come in three evenings a week to serve migrants in the community.  
At times Mrs. Burson would make trips to the local fields to provide health services to those migrant 
families that could not make it into town. The migrant population during that time consisted primarily of 
African American families and a small Haitian community which continues to this day. Through the 
years, the migrant population has shifted from predominantly African American families to mainly 
Hispanic/Latino families; however, their needs have largely remained the same: health education, access 
to health services and health advocacy. Using newly formed grants, Mrs. Burson was able to move the 
storefront clinic to a house on Church Street in downtown Hendersonville and was finally able to hire a 
few essential staff members to help care for the community’s migrant families.  At the same time as 
Mrs. Burson's founding of the migrant health center, a young physician by the name of H. Jack Geiger 
and other physician activists were championing a new community-health based model in the U.S.  The 
new model’s goal was to improve the health of all Americans by changing the way it was being 
delivered; Geiger’s work would have a significant impact on the newly established Migrant Health 
Center.   
As a young American doctor, H. Jack Geiger studied in South Africa and personally witnessed the 
benefits that community-based health centers have to offer, including the significant improvements that 
such centers could bring to the most impoverished individuals in the community.  Dr. Geiger and his 
colleagues would soon have their opportunity to change the health care system in America. In 1963 
after the assassination of President Kennedy, Lyndon B. Johnson became the 36th President of the 
United States of America.  President Johnson, or L.B.J. as he is known, enacted several policies and 
programs that had changed the American healthcare landscape. Two of such programs came in 1964 
when L.B.J. passed the Civil Rights Act and he declared “War on Poverty.” Seizing on the opportunity 
presented by the initiatives that L.B.J. started as part of the War on Poverty, Dr. Geiger and other health 
professionals lobbied for establishing health care centers in medically underserved and impoverished 
inner-cities and rural areas of the nation. 
In 1965 funding for the precursors to modern-day community health centers was approved.  The 
first two "Neighborhood Health Centers" were opened that year, one in Boston, Massachusetts, and one 
in Mound Bayou, Mississippi (National Association of Community Health Centers). These "neighborhood 
Health Centers," now known as community health centers, would dramatically increase the access to 
health care services across the nation. The goal of community health centers is to combine the 
knowledge and expertise in their communities with federal funds to make innovative, individualized, 
and sustainable changes in the community to improve local community's social determinants of health.  
When a community health center meets specific criteria set forth by the federal government, it is called 
a Federally Qualified Health Center, this allows them to qualify for special government funding to 
support their work in the community. FQHCs provides a variety of health and health-related services to 
the community in an efficient and cost-saving way. They help increase access to health, helping 
individuals to avoid costly visits to the emergency departments and/or hospital stays. FQHCs offer a 
variety of services in a wide range of settings.  Services such as medical consultations, health screenings, 
health management and treatment, dental services, behavioral health services, outreach services, and 
school-based health services. Through various programs and partnerships with different stakeholders in 
the community, FQHCs provide additional services such as transportation, interpreting, translation 
services, case management, and health education.  Through their services and partnerships, FQHCs hope 
to diminish the health disparities and inequities that affect many low-income and impoverished 
individuals in the community. The goals of these newly formed community health centers would align 
very well with the goals that Mrs. Burson had intended when she founded her Migrant center (BRHCS). 
 Mrs. Burson worked at the migrant health center for ten years before turning over the 
leadership to the next C.E.O., who would continue to build on the work that Mrs. Burson had started 
and expanded the services even more.  Barbara Garrison would take over as C.E.O. after Mrs. Burson. In 
1987, fourteen years into the twenty-year tenure of Barbara Garrison at the Migrant Health Center was 
converted into a Community Health Center/Migrant Health Center. Under its new status, the 
Community Health center would be able to provide services for more than just migrant agricultural 
families. In their new capacity, as a community health center, BRCHS could offer their services for all 
individuals who were underserved in the community, not only migrant farmworkers.  In 1988 the Health 
Center was moved to a newly purchased one-acre plot with a farmhouse on it. The farmhouse was 
remodeled and refurnished to serve as BRCHS' main facility. During the rest of the 1990s and into the 
early 2000s due to various internal and external forces, BRCHS experienced episodes of slowed growth 
and occasional scaling back.  Despite this fact, BRCHS kept its focus on serving the community, with a 
particular emphasis on the underserved. BRCHS services included primary health services, pediatrics, 
prenatal and midwifery services, dentistry, behavioral health services, school-based health services, and 
Outreach services, which continues the core migrant health work it has always done.  
In 2010 President Barack Obama passed the Affordable Care Act, which among other things, 
provided funding to expand health services in communities across the nation. Under the leadership of 
its then C.E.O. Jennifer Henderson, BRCHS, used this opportunity to upgrade its facilities and services to 
the community. In late 2011 BRCHS opened its new state of the art 27,000 square building that would 
serve as a medical home to residents not only in Henderson County but residents of the neighboring 
counties and states. BRCHS' on campus facilities would house its family medicine, pediatrics, dentistry, 
behavioral health, on-site pharmacy, laboratory and radiology.  Mrs. Henderson expressed her passion 
for community work as a "desire to give something back and contribute to making a better community. 
And community health centers are extraordinary in what they can do to improve a community overall" 
(Community Health Center Alumni Association, 2015). Starting in 2012, Mrs. Henderson began to 
expand BRCHS' services to individuals across Western North Carolina.  This expansion led to dramatic 
growth in the organization.  BRCHS started to open access points in several counties where there was a 
large underserved population. BRCHS partnered with several K-12 schools across Western North 
Carolina to provide school-based health services to both students and staff. During this time, BRCHS also 
partnered with the Mountain Area Health Education Center (MAHEC) to host its family medicine 
residency program in Henderson County. This partnership improved reimbursement rates for care 
provided at the residency program and helped assure ongoing workforce for BRCHS. Each year this 
program introduces rural health and community health centers to new generations of physicians.  In 
2016 Richard Hudspeth MD, who was then Chief Medical Officer and Faculty in the family medicine 
residency program, became Blue Ridge Health's newest C.E.O., a position he holds to this date.  Dr. 
Hudspeth would use his physician leadership background to continue bolstering the services offered by 
BRCHS and to continue increasing access points in areas with high need in western North Carolina. Dr. 
Hudspeth has led and expanded BRCHS through some very challenging times, such as Medicaid 
Expansion and the COVID-19 pandemic. Today BRCHS operates 14 health centers and 13 school-based 
health centers across 8 Western North Carolina Counties; and continues to look for ways in which it can 
best help the communities it serves.  
II. Community Health Centers Today 
Access to healthcare is and has been a challenge that we continue to face as a nation, especially 
among low income, rural, and minority communities. In 2018 there were approximately 27.5 million 
people without health insurance in the United States, a fact that limits their access to the services they 
desperately need (United States Census Bureau, 2019). Furthermore, having insurance, does not by 
itself guarantee increased access to healthcare. According to the Commonwealth Fund, in 2018, 23% of 
insured Americans were underinsured (The Commonwealth Fund, 2019). Individuals can be classified as 
underinsured if their total out-of-pocket health care cost is between 5% and 10% of their total income.  
These statistics are only forecasted to worsen over time, as noted by the U.N.'s Special Rapporteur to 
the United States in 2018, when they warned that many of the policies that were being enacted around 
the country would "add over 20 million poor and middle-class persons to the ranks of those without 
health insurance" (Rapporteur, 2018). It is during these times of increased need and decreased access to 
healthcare that FQHCs, like BRCHS, have emerged as a powerful tool for the nation's health care needs. 
Community health centers form an essential backbone in the nation's infrastructure for 
healthcare services. A Health Center that meets all of the federal requisites are called Federally Qualified 
Health Centers; those that meet some but not all requirements and therefore do not receive federal 
funding are sometimes are referred to as FQHC "look-alikes."Federally Qualified Health Centers are 
outpatient health centers that receive federal fund grants through section 330 of the Public Health 
Service Act. The goal for FQHCs is the same as what their predecessors, the "Neighborhood Health 
Centers," to provide health care services to medically underserved populations.  
FQHCs are at the forefront of the medical needs across the nation. FQHCs lead in caring for the 
poor in our communities by serving nearly 14 million people in poverty. Many of those in poverty live in 
rural areas which is why 45% of FQHCs are in "rural" designated areas, in fact 91% of FQHCs users are 
low-income, and 82% are either uninsured or publicly insured (National Association of Community 
Health Centers, 2019). FQHCs also have a significant impact in the fight against health disparities. It is 
estimated that 63% of FQHCs users come from racial and ethnic minority groups. By providing for these 
individuals FQHCs hope to provide for those that often have little to no agency in society. FQHCs provide 
for healthcare services for all individuals in our community, as proven by the 8.7 million children, the 1.4 
million homeless patients, and the 385,00 veterans that they served in 2019 (National Association of 
Community Health Centers, 2019). FQHCs also play a pivotal role in addressing the health care 
challenges that constantly arise in the community. For example, FQHCs have been instrumental in 
national epidemics such as the lack of behavioral health providers and the need for Medication Assisted 
Treatment to confront the opioid epidemic. During the current COVID-19 pandemic, community health 
centers across the nation are looking for ways to partner with local hospitals and health departments to 
coordinate the necessary treatment for the individuals in their communities. Beyond the health care 
services that FQHCs provide to the community, they also help save billions of dollars to the health care 
system by providing preventive care and avoiding costly hospital visits. In 2019 it was estimated that 
FQHCs saved the health care system approximately $24 billion dollars (National Association of 
Community Health Centers, 2019).  
There are four main components that define FQHCs. First, they are located in areas where there 
is a large, medically underserved population. Medically underserved areas are defined by the 
government as areas of high medical need due to the large patient to provider ratio and/or because of 
the lack of community resources. Second, they offer a variety of services; such as medical providers, 
dentists, and behavioral health providers. Third, they serve everyone in the community, whether 
individuals have medical insurance or not. Although one of the core goals of FQHCs is to provide for the 
underinsured and underserved, FQHCs can provide services for everyone in the community. FQHCs 
often times provide services to individuals based on a sliding fee scale; this provides low-income families 
a way to obtain the healthcare they need. Finally, the fourth and most unique component of FQHCs is 
their governing boards. Unlike private and for-profit health care organizations that are often led by a 
small group of well-to-do individuals, FQHCs are non-profits whose governing board is mandated to be 
composed of a 51% patient-majority. FQHCs were meant to transform the medical profession by 
changing the focus from medical professionals to the community itself and their health priorities. This 
requires each and every FQHC to engage with the community they are serving, and it allows the 
community to self-determine the goals and services that the FQHC offers. This crucial difference makes 
FQHCs patient-driven and patient-centered, which makes their community engagement both mandatory 
and crucial to achieve their mission. Given the importance of community engagement for FQHCs it is 
important for them to periodically review and evaluate how to maximize their community engagement 
especially when if they are serving more than one community at a time.  
III. Maximizing Community Engagement 
With the mandate for FQHCs board to be composed of a patient majority, community health 
centers strive to give the 'power' back to the community. This type of community engagement is both 
necessary and beneficial for communities as it helps communities to choose their own priorities in their 
community, which allows for a ground-up leadership unique to each community instead of the more 
traditional top-down decision-making system. This level of community engagement can be complex, 
which is why it is far too easy and all too common for community engagement to become community 
“consultation instead of partnership or delegation" (Kilpatrick, 209). Communities are often asked to 
rally behind already established agendas set forth by either governmental or healthcare organizations. 
This type of engagement diminishes empowerment and ownership that communities should have. 
Instead of programs and services being created and led by the community with the support of 
government or health agencies, programs and services are often created, and led by governmental or 
health organizations and are asked to be validated by the community.  
Programs that have successfully engaged the community have noted that an “emphasis on 
bidirectional engagement, […] is pivotal to the quality and sustainability of the program” (Davids, et al., 
2020). In other words, both the community and the health center feel engaged, empowered, and have 
ownership of their healthcare. Therefore, if a FQHC wishes to improve their community engagement 
then every health center needs to self-evaluate on a regular and continuous basis, to ensure that 
authentic community engagement is being practiced.  This is especially true for health centers that have 
multiple sites and therefore serve multiple communities at once. Large organizations that operate 
several health centers across various counties and communities may be able to hold some systems and 
policies the same across the entirety of the organization; such as financing or human resources. 
However, some systems, such as community engagement must be done on a more local scale. 
Community engagement may vary from site to site depending on the resources and needs of each 
community. This means that for rural multi-site health organizations, community engagement has to be 
multi-layered and multi-faceted, taking into consideration the different communities' needs.  It is 
important to remember that community can be defined as “a group of people with diverse 
characteristics who are linked by social ties, share common perspectives, and engage in joint action in 
geographical locations or settings” be they local, regional, district, state, or national (MacQueen, et al., 
2001). 
Despite the complexity of multi-faceted needs, the proper coordination of all those needs with 
an emphasis on local community needs, resources, and priorities will result not only in sustainable 
practices but in high quality, high capacity, and efficient health care systems. One of the biggest 
challenges that arise from having a multi-county health care system is that to achieve proper community 
engagement, each community served has to be engaged separately and individually. This will require the 
organization to invest resources, both financial and otherwise, to community engagement and 
development in each separate community. This ensures proper attention is given to the identification 
and engagement of each individual community, instead of creating a general 'one-fits-all' engagement 
policy. This will require time, funding, and staffing allocation per community.  
The methods or processes by which each individual community is engaged might be different 
according to the community's needs and resources. However, the degree to which each community has 
been engaged can be measured by a few common indicators. In her article Multi-level rural community 
engagement Sue Kilpatrick, who worked at Australia’s Department of Rural Health, points to seven 
indicators that can be used to gauge the level of engagement that an organization is reaching in each 
community. These are: 
I. Leadership by community and health service 
II. Trust 
III. External links and networks 
IV. Use and valuing of the community's resources  
V. The shared vision for community health 
VI. Risk-taking opportunities 
VII. Evaluation and reflective learning 
A closer study of each of these indicators can give some insights as to how multi-site health centers can 
achieve genuine community engagement.  
IV. Indicators of good practice and community collaboration by health centers 
Leadership by community and health service- “Community engagement processes can become 
‘governmentalised’ when rural health professionals, who set local engagement agendas, tend to adopt 
an instrumental approach to engagement, wanting consumers to engage around their own agenda 
without considering the nature of the community” (Kilpatrick, 209). In order to truly engage with the 
community, health centers need to “identify and engage stakeholders in processes for assessing and 
prioritizing community needs” (Brown, Giepert, Black, & Farb, 2017). This engagement must be 
individually applied to each different community’s need. It is important to keep in mind that can be 
defined in many ways and it can include beliefs, values, or geographical areas. A Community can also be 
composed of sub-communities that differ from each other but can come together as a larger community 
as needed. This means that multi-site organizations, such as BRCHS, should engage each community 
separately to meet their individual needs. Although there might be resources that can be shared across 
the communities, the stakeholders in each community should choose the goals for themselves. To 
transform the existing health care system and increase community leadership, health centers must be 
committed to proper leadership, sustainability, and community partnerships. One way to incorporate 
community leadership is to have community chosen representatives to serve on the board of directors. 
This will ensure that the community gets to choose who represents them and that their voice is heard; 





















Effective community/health center Leadership 
Core concepts in community/health center Leadership 
 Trust- The degree to which community engagement is reached is contingent on the level 
of trust that the community has with the organization in question. Trust is frequently a hard thing to win 
and all too easy to lose. Health care organizations need to keep in mind that many communities, 
especially communities from rural and vulnerable populations, who may have difficulties trusting 
outside organizations. There are many reasons why this happens, “low-income and public housing 
residents may experience cumulative trauma resulting from daily stressors of violence and concentrated 
poverty, as well as historic and structural conditions of racism and disenfranchisement” (Weinsten, 
Wolin, & Rose, 2014). In their report Trauma Informed Community Building A Model for Strengthening 
Community Trauma Affected Neighborhoods Weinstein et al. point to four strategies that help engage 
trauma affected communities. These same four can help health centers build long lasting trust in the 
communities they work in. The four strategies are:  
1. Do no harm- Be aware of past and possibly ongoing trauma. Be transparent and avoid known 
"triggers" that evoke past experiences. Recognize the insecurity regarding the sustainability of 
programs or services.  Focus on multi-year sustainable goals and be careful with highly desirable 
but unsustainable programs. Above all, do not promise more than you know you can deliver in a 
meaningful way.  
2. Acceptance- Meet the community where they are mentally, emotionally, and socio-
economically. This does not mean that health centers should be complacent in accepting socio-
economically induced health disparities.  But it does mean that health centers will recognize the 
"reality" in which each individual community finds itself and will adjust its goals so that it moves 
them towards health equity in an individually realistic manner. This means that the programs 
and goals of health centers should allow for the growth and development of the community as it 
moves towards more equitable evidence-based practices, while not pushing them past the 
community's current capacity or understanding. 
3. Community empowerment- Communities should be partnered with and not merely consulted. 
The health center can invite the whole community to participate or can have the community 
choose who will represent their needs. In either case the community’s representatives should 
have an equal leadership role as the health center in the identification, prioritization, planning, 
and implementation of goals that are meant to be directed at them. The community should be 
empowered to play not only an active role but a leadership role in the strategies to address their 
health care. This will increase the sense of ownership and belonging to the community 
strengthening the ties with the health center which has been proven to result in higher quality 
services, improved sustainable practices, and a reduction in health disparities (Thompson, 
Molina, Viswanath, & Richard Warnecke, 2016) 
4. Reflective process- Health centers should employ a continuous reflective process in which the 
quality and effectiveness of its services are reevaluated to ensure they are meeting the 
dynamically changing needs of the community. This type of quality improvement process should 
be done often and in a continuous fashion. The reflective process should include an assessment 
by the community itself to ensure that their needs are being met and that their priorities are still 
aligned with the services offered. Such a reflective process needs to have the support of senior 
management to ensure that its findings are implemented effectively (Sollecito & Johnson, 2013). 
The degree to which health centers can employ these four components to each individual community 
will determine the level of trust that they will be able to reach with the populations they are hoping to 
serve. Healthcare organizations need to keep in mind that building trust in communities can take time. 
Organizations like BRH have gained the trust of the community’s they work in through years of 
community engagement. BRH has been collaborating with the migrant farmworker community since 
1963. Because of this long history BRH enjoys a good working relationship with both the farmers and 
farmworkers in the community. Organizations therefore should think long-term strategies when working 
on trust building in the community.  
            External links, networks, and the use and valuing of community's resources- The challenges and 
needs of the community are both varied and extensive. Each community may have similar needs but to 
different degrees of urgency. Furthermore, each community will have different community resources in 
the forms of other community programs or organizations, which also impacts the community's 
priorities. “Public health leadership will need to encourage and sustain the partnerships among various 
stakeholders. Such leadership should be able to establish long-term relationships with community 
residents, assume more responsibilities for underserved populations, and commit to promote 
population health” (Chen, Mullins, Novak, & Thomas, 2016). Partnerships with other non-profit, faith-
based and health agencies can help reduce service redundancy and help identify services that are 
missing in the community. Health centers have an opportunity to increase community empowerment by 
advocating for and modeling community engagement in their community programs. By advocating for 
community empowerment among community partners and resources, health centers can also 
strengthen the ties it has with the community and leverage its agency and help distribute the power 
back to the community. 
Shared vision for community health- In order to engage with the community, health centers 
must share the same priorities and vision as the community itself. This vision must be set by and in 
conjunction with the community, so that the goals are shared and agreed upon by both the community 
and the organization.  Health centers need to make sure their partnerships “facilitate understanding of 
the community concerns, values, [and] culture” (Davids, et al., 2020). One-way health centers can 
improve their community engagement is to access the community's needs and makes sure that its 
programs and long-term goals align with the community's desires. When planning for and thinking of 
ways to improve its services, health centers can use the social-ecological model to make sure that it is 
addressing the needs of the community at all levels. The social-ecological helps create effective 
programs by accounting for the various levels of influences that it may have. These levels include the 
individual, interpersonal, organizational, community, and public policy level.  When health centers 
create their programs and organizational goals with the community, addressing every level of the social-
economic framework, health centers' services can truly be comprehensive in reaching all the needs of 
the community.  
 
Risk-taking opportunities- No system can be changed without doing things differently from the 
way they have traditionally been done. To this end, if health centers want to bring about change in the 
health of the community, it will have to find new innovative ways to reach the community. This will 
require health centers to take certain risks in trying new programs or services. The risk may involve the 
creation and reshaping of existing services or they may include the expansion of its current services to 
new communities. These risks, however, must be responsibly calculated risks. Health centers must find a 
way to balance their risk-taking with that of doing no harm to the community (Weinsten, Wolin, & Rose, 
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2014). Health centers must avoid reproducing any trauma that has been inflicted on the community in 
the past, and they must put in mechanisms to ensure that any future initiative does bring about any new 
trauma to the community.  This will require health centers to spend time thinking about any potential 
unintended consequences that their risk-taking might inadvertently cause, and think of ways to mitigate 
such consequences. This exercise is inherently difficult since it is often hard to think of consequences 
that are not meant to happen. One way to reduce unintended consequences would be to practice 
evidence-based strategies where program with similar goals are reviewed and evaluated for their results 
and unintended consequences. Although each community is different and will not have exactly the same 
challenges or results, this review can at least help the health center prepare for potential challenges that 
have been faced in the past.  
Evaluation and reflective learning- Today's health care system is oftentimes strained and pulled 
in different directions. It is not uncommon to get caught up in and move onto the 'new emergency' of 
the day. This leaves very little time for evaluation, reflection, and ultimately learning. It is essential for 
an organization to improve the quality of its services in order to engage in continuous quality 
assessment and improvement. This evaluation process must be inculcated into the organization's 
culture. Quality improvement must be the priority to all staff and departments from check-in to check-
out. Senior leadership can play an important role in setting the organizational culture. When leadership 
models and prioritizes quality improvement, the rest of the staff will also include said behavior into all 
their work (Sollecito & Johnson, 2013). If the organization as a whole adopts quality improvement as a 
norm and includes it in all their programs then it will permeate the organizational culture. This constant 
reflection will result in insights that, if applied, can result in higher quality services for the community. 
This evaluation process could be achieved by adopting the PDSA (Plan, Do, Study, Act) cycle. When 
programs plan adequately, pilot their interventions, study their effects and act on those findings then 
they can gradually refine and perfect their services to reach their goals. If quality improvement is 
applied to both internal and external systems, the result will be that health center services are 
continuously updated and adapted to the ever-changing needs of the communities they serve.  
V. Conclusion 
In her article Mrs. Kilpatrick points out that “the degree to which a partnership demonstrates 
each of the above [seven] indicators, can be used to assess community-service partnership 
effectiveness” (Kilpatrick, 209). By incorporating these seven principles into their community 
engagement health centers, such as BRCHS, can improve the engagement of each individual community 
they serve across Western North Carolina. This increased participation of the community in the health 
center's services will result in higher quality, longer-lasting, effective services. FQHCs such as Blue Ridge 
Community Health Services, has a long history of serving the community: a history that proves that it is 
deeply committed to adapting and expanding the services as they are needed by the community. From 
its early days of serving migrant farmworkers to the current multi-faceted services that BRCHS offers 
across Western North Carolina, BRCHS continues to exemplify the pivotal role that FQHCs play in our 
nation’s health care. By applying some of the recommendations listed above all FQHCs including, BRCHS, 
can continue their long tradition of serving the vulnerable in the community; while at the same time 
modeling evidence-based practices that will not only improve their services but also serve as an example 
to anyone who shares their passion and dedication for the communities they serve.  
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